Intervention after birth asphyxia
Despite improvements in fetal monitoring and neonatal resuscitation, every district general hospital has a number of full term infants every year who suffer from the effects of severe lack of oxygen before or during delivery. Approximately six per 1000 full term infants develop hypoxic-ischaemic encephalopathy and one per 1000 will die or survive with severe neurological disability.1 In Great Britain, 300-400 children per year survive birth asphyxia with serious brain damage.
Paediatricians have vigorously tried to improve standards of neonatal resuscitation in the delivery ward but have found hypoxic-ischaemic encephalopathy a difficult problem to treat. A common attitude is that the damage has been done before arrival in the neonatal intensive care unit and treatment is too late to repair neural cell death. The prognosis has seemed so hopeless in some cases that withdrawal of intensive care has seemed the kindest solution.2 Are we being too negative about the encephalopathy? This annotation discusses the emerging evidence that management after initial resuscitation may influence neurological outcome.
Hypoxic-ischaemic encephalopathy
After resuscitation a proportion of infants become neurologically abnormal during the next 48 hours. This encephalopathy can be clinically classified into: mild (irritability, poor sucking, and hypotonia), moderate (convulsions, lethargy, and appreciably abnormal tone), and severe (comatose with prolonged seizures and respiratory failure). 19 Steiner and Nelligan found that all full term infants who failed to establish respiration by 30 minutes subsequently had spastic quadriplegia and mental retardation.20 It has been a common practice to discontinue further resuscitation if there is no respiratory effort after 30 minutes. Infants with severe encephalopathy who have persistently raised intracranial pressure (>15 mm Hg (2-00 kPa)) resistant to mannitol also have an extremely poor outlook. In the future, electroencephalography, cerebral blood velocity by Doppler, and phosphorus magnetic resonance spectroscopy may help to give us an accurate prognosis at an early stage. Asphyxiated infants who are assessed very early to have a bad prognosis are the ones who should be considered for therapeutic trials of cerebral protection.
